A 23-year-old man was diagnosed with acute myeloid leukaemia. He received induction chemotherapy and antimicrobial prophylaxis with broad spectrum antibiotherapy and caspofungin.
As he presented acute respiratory distress and febrile neutropenia, pulmonary CT was performed and revealed a right upper lobe excavated nodule surrounded by groundglass opacities (Fig. 1a) .
Caspofungin was switched for voriconazole and liposomal amphotericin B.
On the control CT (day 33), pulmonary infiltrate excavation and ground-glass opacities worsened and a second nodule appeared on left upper lobe.
Patient condition worsened and he died in a refractory hypoxemia context (day 52).
Bronchial aspiration and lung biopsy revealed creamcolored cotton-like colonies on culture. Further characterization identified a septated hyphae fungus (Fig. 1b) , namely Hormographiella aspergillata.
H. aspergillata has been rarely reported as a source of human infections but seems to be emerging [1] [2] [3] . It proved to be invasive, a source of high mortality and hard to diagnose (aspergillosis-like presentation, unknown : hyaline septated hyphae with short and broad conidiophores, from which arise cylindrical arthroconidia in clusters or in irregular groups epidemiology, highly skilled microbiologists required). Besides, it presents a peculiar antifungal susceptibility: good susceptibility to azoles (except fluconazole and flucytosine) and to voriconazole (MIC \2 lg/mL), amphotericin B variable activity (0.5-4 lg/mL) while echinocandins are ineffective ([4 lg/mL) [1] [2] [3] [4] [5] .
Physicians should be aware that empiric antifungal therapies modify fungal epidemiology and then have an impact on therapeutic strategies in neutropenic patients.
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